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F 000§ INITIAL COMMENTS 000
Life Care Center of defferson City is committed (o _
A recertification heatth survey was conducted upholding the highest standard of care for s sesidents.
32017-31221 7, at Life Care Center of Jefferson This includes substantiaf ccm;_)!iancc wn}n all a;‘);fltcablc 05/03/2017
Ci_ty. An entrance conference was conducted standards and rcgu!_alory rcqull"cmcr!ls. The facility
with the Administrator and the Director of Nurses respeatfully works in cooperation with the sfate of
50/ . : ‘Tennessee Departiment of Health toward the best
on 3/20/17 at 8:45 AM. interest of those who require the services we provide.
An exit conference was provided for the )
Administrator, the Director of Nurses, and the ) C )
. e : M While this Piar of Cosrection is not to be considered an 017
Regional \.'ﬂce President, Findings were shared adntission of validity of any Gindjugs, it is submitted in 05/03/2
and questions answered. good faith as a required response 1o Ih.c survey
F 167 | 483.10(g)(14) NOTIFY OF CHANGES F 187 conducted March 20%— 22% 2047, This Plan of
$8=D | ((NJURY/DECLINE/ROOM, ETC) Cormection is the facility"s aflegation of substatial
complignce with Fedeeat and State requirements.
{9)(14) Notification of Changes.
(i) A facility must immediately inform the resident; . )
consuit with the resident’s physician; and notify,
consistent with his or her authority, the resident
representative(s} when there is-
(A) An accident involving the resident which
results in injury and has the potential for requiring _
physician intervention; What corrective action will be accomplished for
L ) ) thosc resfdents found to have been affected by the
B) A significant change in the resident's physical, deficit practice:
g g 3 Y
mental, or psychosocial status (that is, a 1) Tamily ofres _
deterioration in health, mental, or psychdsocial ) 32“;}2337 m;dggglzﬁ “'Aga';“ﬁ".“ on
status in either life-threatening conditions or resident cxiting budtas o € iRforn of
.- ficati N € building with ancther famity on
clinical complications); L0/03/16. FNP was notified.on 03/24/2017 of
o . , resident #1238 exiting Unilding on 10/03/2016
(C} Aneed to alter treatment significantly (that is, with another family member.
a need to discontinue an existing form of %) Emergenoy Plmoct
treatment due fo'adverse consequences, or to IR0 Bng Was conducied on
commence a new form of treatment): or trootor in ik DON, ADON, BD and Medical
L ' Director in regards to clopcmmt!wandcring
. . palicy and procedures.
{D) Adecision fo fransfer or discharge the
resident from the faciiity as specified in
BORATORY TITLE (XE}DATE

IRECTOR'S Qf PROVI E&SUPP? REPRESENTATIVE'S SIGNATURE
X / /2&’ (A Execytive,

Nite o

W difi
er

ys following the date these docutents are made avallable to the facitity, I deficiencies are cited, an appraved plan of correction is requi

gram parlicipation.
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F 157 | Continued From page 1 F 157 _ 05/03/2017
§483.16(c)(1)(ii). ; '
(i) When making nmiﬁcaﬁo“_‘:mder paragraph (g) How you wil identify other residents having the
(14)(1) of this section, the facility must ensure that potential o he aflected by fhe same deffcit practice
all pertinent information specified in §483.15(c)(2) and what correetive action be taken:
is available and provided upon request to the
physician.
(iif) The facility must also promptly notify the 3) Al vesidents that were scored at
resident and the resident representative, if any, clopement/wandering risk were re-assessed with
when there ig- assessment updated, care directive updated, and
_ casc plan updated as necessary, Alf twsing notes
(A} Achange in room or roommate assignment : were reviewoed on residents that were considered
as specified in §483.10(e)(8); or clopement/wandering risk to ensure that no otler

Essues were identified that residents had been out
of building on 3/2172017 by DON, ADON, MDS,

(B) Achange in resident rights under Federal or and care plan coordinator.

State law or regulations as specified in paragraph

{e)(10) of this section. All ciopement/wandering residents were re-
. . ] assessed per aclivities and care plans updated as

(iv} The facility must record and periodically necessary.
update the address (ma“_ing and email) ar_nd LPN #1 was educated one on one in regards to
phone number of the resident representative(s). notification of Medical Ditector, and family with
This REQUIREMENT is not met as evidenced . ' any uusual accurrence and dacumentation in
by: ] . medical record, education was done by BON on

Based on review of facility policy, medical record L 3mnoy
Feview, review of an informal fac'_l'ty report, and ' 100% of licenised nurses were cducated by
interview, the facility failed to notify the physician 04/1472017 on notification of Physician, and
and the family of a change in condition refated to ] famity with any unusual accurrences and
elopement for 1 resident (#128) of 29 residents _ docementation in medical record of notification.
reviewed. - Al new associates will have education during

orienfation per DON, ADON and or SDC,
The findings included: '

Review of the facility policy Elopement Policy,
revised 4/2009, revealed "...Definition of
Elopement: Elopement occurs when a resident
leaves the premises or a safe area without .
authorization (i.e., an ofder for discharge or leave
of absence) and/or any necessary supervision to

R CMS-2567(02-99} Previous Versions Obsolete Evant [D: BNNZT1 Facility I0:; TN4503 If continuation sheet Page 20f19
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F 157 | Continued From page 2 F 157 . r
; . to pl r what 05/03/2017
do so..charge nurse documents..family ang et
physz_e_lan notlﬁcataqn..‘rep‘c?rts findings and deficient praclice daes not vecur:
condition of the resident... _
4} Audit tool for incident management o be
i i conducted for Medical Ditector and Family
Medical r:ecord review rfa.vealed Resnden} #128 atifoation. DON aud ADON il present vl
was admitted fo the facility on 9/28/16 with . b1 commiice wekly for four seeks and
diagnoses inciuding Unspecified Dementia with :.:cm iy o toe monthe.
Behavioral Disturbance, Anemia, Pain, tnsomnia, L
and Afrial Fibrillation. How the corrective action will be monitored tc;
ensure the deficient practice wilt not recacs what
Medical record review of the Minimum Data Set quality assurance program will be put into place:
(MDS) dated 10/4/1 6, revealed a Brief !ntgrylew 5} a) Diirector of nursing / Assistant director of
of Mental Status (BIMS) of 4 [severe cognitive " hursing will present results of audits (o the
impairment], Delusions [1 to 3 days], Wandering Pacformance Improvement Commitice
[1 1o 3 days], and Wandering Impact "yes" Commities
{indicating the wandering placed the resident at b} The Perfonmance lmprovement Commitiee
iani isk of geiting t tentiall Consisting of Executive Directoy, Direclor of
significant risk o getling to a potentially Nursing, Medical Dizector, Director of
dangerous place]. Rehabilication, Dirccior of-Heakth Information
' . Manageniens, Dicrary Manager, Direcior of
Medical record review of Licensed Practical Maintenance, Director of Environmental
Nurse {(LPN) #1's Progress Note, dated 10!3-!16 Services, Direetor of Social Services, Business
at 6:47 M, revealed “...Found by GNA walking office manager, Activities Director and Staff
outside dining room, looking at foliage. DON Dévelopment Coordinator will revb:cm ;h‘f
[Director of Nursing] notified. Q fevery] 15 min results/ tf ‘ﬁﬁﬁi’:ﬁc’ﬁﬁ?:?m gy e,
i initi * committee, addi ha,
{minute] checks initiated... X e e oriones coplostoliEood, gg
. - i jewed for 3 months or until 100%
Medical record review of an informal facility ﬂ;‘:;f;:;“:: achioved.
report, dated 10/3/16, revealed Resident #128 - .
exited the huilding, visitors "going on to their car
called the DON, and reported the resident outside
“in front of the dining room." Continued review
revealed Certified Nursing Assistant (CNA) #3
brought the resident back into the faciiity, the
DON ardered 15 minutes checks “...for the next
few days..." and instructed LPN #1 to notify the
family and Family Nurse Practitioner. Further
review revealed 15 minutes checks performed
from 5:15 PM on 10/3/16 through 11:00 PM on
| 10/8116.

IR CMS-2567(02-99) Previous Versions Obsolate Cvent ID:BNNZit
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F 167 { Continued From page 3 F 157

Medical record review of Resident #128's
Physician Orders revealed no orders for Resident
#128 for 10/3/16 or 10/4/16, Continued review
revealed no documentation of the elopement in

.| the Physician's progress noles, the Social Service
Director (SSD) notes, or the Care Plan Meeting
notes, dated 10/14/16. Medical record review
revealed no nursing decumentation of the
physician, physician extender, or family being
nofified of the elopement.

Inferview with LPN #1 on 3/21/17 at 3:50 PM, at
the 200 Hall nursing station, confirmed she
received a phone call on the evening of 10/3/16
from a CNA informing her Resident #128 was
found outside the dining room, on the sidewalk at
the front of the building, and she had been
brought back into the facility. Further interview
revealed LPN #1 telephoned the DON who
instructed her to do 15 minute checks, Continued
interview confirmed she did not nolify the -
physician or the resident's family, ! think ! put it
on the Nurse Practitioner's log.”

Interview with the SSD on 3/21/17 at 5:35 PM, in
the conference room confirmed she saw Resident
#128 outside the building, walking by the dining -
room window, but did not docurnent the event or
notify the family. '

Interview with the Administrator and tfie DON on
3/22/17 at 6:25 PM, in the conference room,
confirmed the facility fafled to notify the physician
and the family of Resident #128's elopement.

F 225 | 483.12(2)(3)(4)(c)(1)<4) INVESTIGATE/REPORT | | F 295
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483.12(a) The facility must-

(3) Not employ or otherwise ehgage individuals
who-

{i) Have been found guilty of abuse, neglect,
exploitation, misappropriation of property, or
misfreatment by a court of [aw:

(i} Have had a finding entered into the Stata
nurse aide registry concerning abuse, tieglect,
exploitation, mistreaiment of residents or
misappropriation of their property; or

{ili} Have'a disciplinary action in effect against his
or her professional license by a state ficensure
body as a resuit of a finding of abuse; neglect,
exploitation, mistreatment of residents or
misappropriation of resident property.

(4} Report to the State nurse aide registry or
licensing authorities any knowledge it has of
actions by a court of law against an employee,
which would indicate unfitness for service as a
nurse aide or other facility staff.

(c) In response to allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

{1) Ensure that all alleged violations involving
abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours
after the allegation is made, if the events that
cause the allegation involve abuse or result in

those residents found to.have been affected by the
deficit practice:

1) Resident #128 was re-assessed on clopement risk
on 372172017 by MDS nurse. DON updated
resident #128 care directive 1o reflecy
wandering/elopement risk on 3/21/2017,

2} Meaningfisl and diversional activities plan was

‘updated under the eare plan for resident 4128 on

03/2272017 by Activities Director.,

3} Exccutive Director placed signs on ail
enirance/exit dooes for visitors 1o be aware 1hat
we do have wandering residents.

. How you will identify other residents having the
<, pofential to be affected by Gie same deficit practice
;iisnd what corvective actlom be talen: '

100% of clopementiwandering residents were ro-
assessed by MDS nurse and cere plan coordinator
nurse on 03/21/2017 and updated elopement
lrooks as necessary.

4y

risk had Qcéupational Therapy activity analysis
completed by Occupational Therapist on
0312472017,

5)  L00% ofresidents that are elopement/wandering

STATEMENT OF DEFICIENGCIES {(X1] PROVIDER/SUPPLIERICLEA {%2) MULT#PLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A. BUILDING COMPLETED
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(X4 o SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%5}
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: : DEFICIENCY) :
F 225 Continued From page 4 F 225 ‘
85=D ALLEGATIONS"ND'VIDUALS What corrective action will be accomplished for 05/03/2017
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F 226 Continued From page 5 _ F 225 :
serious bodily injury, or not later than 24 hours if | 05/03/2017

the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facllity and to other ‘
officials {including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
pracedures. ‘ e

(2) Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress.

(4} Report the results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the incident, and
if the alleged violation is verified appropriate
Corrective action must be taken.

“This REQUIREMENT is not met as evidenced

by:

Based on facility policy review, medical record
review, review of an informal facility report, and
interview, the facility failed to report and
investigate an allegation of elopement for 1
resident (#128) of 1 resident reviewed for
elopement. '

The findings inciuded: _

Review of the facility policy.Elopement Policy
revised 4/2008 revealed "Definition of Elopement:
Elopement occurs when a resident leaves the
premises or a safe area without authorization

6)  Activities Director updated 100% of residant's
- witl elopement/wandering risk care plans on
03/22/2017.

7} Execulive Dirsclor ser notification letters on
03/24/2017 10 att families in regards to the
elopamentiwandering population in facility.

8)  All depariment heads in-serviced on 0372172017
in regasds to notifying B and DON about
tnusua!] oceusrences.

9)  DON medified clinieal meeting sheet on
037282017 w include elopement/wandering,
topics to be discussed daily per IDT team.

What measures will ¢ put into place or what
systematic changes you will make fo ensure that (he
deficien( practice does not recur;

10) 100% of associates were in-serviced by

" procedures by SDIC, All now associates will be
educated on slopemenl/wandering podicy and

procedures during orientation by DON, ADOM
and or 3DC,

11}y Weekly augit form to be conducted with weekly
behavior management meeling by DON and

should be identified the behavior management
team will place the resident in
clopement/wandering books.

How the corrective action will be nigaitored to
ensure the deficient practice will not recuy; what
quzlity assurance program will be put inte place:

12) 8} Director of nursing / assisiant director of
nursing will present findings 10 the Performance
Improvement Comaitiee,

0471412017 an E[opcmenlfWandcring policy and

ADON; if any new resident at risk for clopement

WM CMS-2567(02-98) Previous Varsions Obsolete
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(i.e., an order for discharge or leave of absence)
and/or any necessary supervision to do so".
Continued review revealed the inclusion of a
decision making tree for reporting elopement *...if
the staff were not aware of the resident leaving
the facility, the facilify is to conduct an
investigation and report if neglect may have
occurred..." :

Medical record review reveated Resident #128
was admitted to the facility on 9/28/16 with
diagnoses including Unspecified Dementia with
Behavioral Disturbance, Anemia, Pain, Insomnia,
and Atrtal Fibrillation.

Medical record review of the Progress Notes
dated 10/3/16 at 6:47 PM, revealed ... Found by
CNA walking outside dining room, looking at
foliage. DON [Director of Nursing} notified. Q
{every] 15 min [minute] checks initiated. No ¢/o
{comptaints] at this fime...will continue to
monitor.,." :

Medical recond review of the informal facility
report, dated 10/3/16, revealed Resident #128
had exited the building with a visitor who called -
the DON fo report the resident was (outside) in
front of the dining room,

Medical record review of the admission Minimum
Data Set (MDS) dated 10/4/16 revealed a Brief
Interview of Menta! Status (BIMS) of 4 [severe
cognitive impairment), Delisions [1 to 3 days],
Wandering [1 to 3 days}, and Wandering Impact
“yes" findicating the wandering placed the
resident at significant risk of getting to a
potentially dangerous place).

Interview with the Social Service Director (35D),

b) The Performance Improvement Committee
Consisting of Executive Director, Direetor of
Nurstng, Medicaf Director, Dircctor of
Rehabilitation, Titector of Health Information
Management, Dietary Manager, Director off
Maintenance, Director of Environmental
Services, Direclor of Social Services, Business
office manaper, Activities Directar and Stalt
Development Coordinasor wil] review the
resulls/ IF it is deemed necessary by the
commitice, additional education may be
provided, the process evaluatedfrevised, and/os
the audits reviewed for 3 months or unii) 100%
compliance is aehicved.

105/03/2017
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an 321117 at 2:45 PM, in the SSD office revealed
she was responsible for entering the MDS
nformation for BIMS and behaviors, including
delusions and wandering. Further interview
revealed “...she would literaily wander the entire
building and attempt to follow the visitors out the
door...in the fall...at dinnertime... she [Resident
#128] walked out the door...[ saw her, | was
sitting in the dining room, and could see her out
the window...CNA's [Certified Nursing Assistants]
fan after her...the CNA's got her back in..." :

Interview with the Administrator on 3/21/17 at
6:18 PM, in the conference room, confirmed he
was not aware Resident #128 eloped from the
facility without staff supervision. interview
continued and confirmed the facility failed ta
follow their policy to create an incident report,
investigate the elopement, and report the
elopement to the state.

F 323 [ 483.25(d)(1){2)(n)(1)-(3) FREE OF ACCIDENT F 323 . - :
ss=0 | HAZARDS/SU PERVISION/DEVICES ’ What corrective action will be aceomplished for 05/03/2017
those residents found to have been affeeted by the
{d} Accidents. deficit practice;
The facliity must ensure thaf -
(1) The f_eSident enVironm?nt ren}ains as free " 1) Resident#128 was re-assessod on clopesment risk
from accident hazards as is possible; and on 3/21/2017 by MDS nurse. DON updated
. . resident #128 care directive to reflect
(2) Each resident receives adequate supervision wandering/elopement risk on 3/21/201 7.
and assistance devices fo prevent accidents. 2)  Meaningful and diversional activities plan was
. updated under the cate plan for resident #128
(n) - Bed Rails. The facility must attempt to use 03/22/2017 by Aclivitieps Dim;l;? " .
appropriate alternatives prior to installing a side or ) . .
bed rail. !f a bed or side rail is used, the facility ;3 Blecutive Direotor placed sigus on all

entrance/exit doars for visitors o be aware that

miust ensure correct installation, use, and . .
we do have wandering residents,

IRM CMIS-2557{02-99) Previous Versions Obsolele Event ID:BNNZ 11 Facilily 1: TN4503 If cantinuation shest Page 8 of 19



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

ST MV Rl suuy MLLICUALE JELLIESIS0ON ULTY

[Aiorz/030

PRINTED: 03/27/2017
FORMAPPROVED

STATEMENT OF DEFICIENG OB NO. 00550391
g ICIEMCIES {X1) PROWDER!SUPPUERICLU\ [XZ} MULTIPLE CONSTRUCTION
D ’ {X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
B. WIN
445275 G 03/22/2017
NAME OF PROVIDER OR SUPPLIER STRE!?T!\DDRESS. CITY, STATE, Z2IP CODE
LIFE CARE CENTER OF JEFFERSON CITY 335 WEST OLD ANDREW JOHNSON HWY
JEFFERSON CITY, TN 37760
x4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
BREEX {EACH DEFICIENCY MUST BE PREGCEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMAT[ON} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
GEF[C[ENCY)
F 323 | Continued From page B F 323

maintenance of bed rails, including but not limited
to the following elements.

{1} Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with
the resident or resident representative and cbtain
informed consent prior to installation.

(3} Ensure that the bed's dimensions are
appropriate for the resident's size and weight.
This REQUIREMENT is not met as evidenced
by: '

Based on facility policy review, medical record
review, facility records, and interview, the facility
failed to conduct ari investigation of a resident
elapement, thereby failing to identify a roof cause
and any eonfributing factors for the elopement, for
1 resident (#128) of 1 resident reviewed for
wandering.

The findings included:

Review of the facility policy Elopement Policy,

revised 4/2009, revealed *.. Definition of

Elopement: Elopement occurs when a resident

leaves the premises or a safe area without

authorization (i.e., an order for discharge or leave

r of absence) and/or any necessary supervision to
doso.™ '

Medical record review revealed Resident #128
was admitted fo the facility on 9/28/16 with
diagnoses including Unspecified Dementia with -
Behavioral Disturbance, Anemia, Pain, Insomnia,
and Atrial Fibrillation. .

Medical record review of the Minimum Data Set

4}

)

6)

.?)

8

9

Haow you wilt ideniily other residents having the
poteatial to be affecied by the same deficit practice
and what ecorreesive action be faken:

05/03/2017

L00% of elopement/wandering residents were re-
assessed by MDS nurse and care plan coordinator
nurse on (3/21/2017 and updaied clopement
books as necessary.

100% of residents that are slopementwandering
risk had Oceupational Therapy activity analysis
comptleied by Cecupational Therapist on
GI242017.

Activities Director updated 100% of resident’s
wilh elopement/wandering risk cane plans on
(3£22120§7,

Executive Direclor sent notification lesters on
0372472017 wo all famities in regards to the
elopement/wandering popularion in facility.

All department heads in-serviced on 03/21/2817
in regards to notifying ED and DON about
unusnal 0CCUrTEnees.

DON madilied cifical meeting sheet on
0372872017 to include tlopement/wandering
topics to be discussed daily per IDT team,

RM CMS-2567(02-99) Previous Versions Obsolete
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(MDS), dated 10/4/16, revealed a Brief Interview What measures will be put into place o what )
iti sysicmatic changes you will malte to cusure that (he
of Mentat Status (BIMS) of 4 [severe cognitive deficient practice dogs nat roous
impairment], Delusions [1 to 3 days], Wandering :
{1 fo 3 days], and Wandering impact "yes"
{indicating the wandering placed the resident at
i i i ial
giagl? [f;crgﬂgnslgc(ggemng 0@ potentially 10)  100% of associates were in-serviced by
g P : 4/14/2017 on Elopement/Wandering policy and
. . . T rocedures by SDC. All new associates will be
Medical record review of Resident #1 28's injtial Edmwd on éopcnm,«wande,;ng policy and
Risk of Elopement/Wandering Review, dated procedures during orientation by DON, ADON
0/28/16, revealed "..."per repott, *possibly exit and or $NC.
seeking behavior,” Further review revealed . .
n T Y 1) Weekly audit form to be conducied with weekly
...staif nohfted"to keep close watch on resident's behavior management meeting by DON and
whereabouts... ' ADON; if any new resident a1 risk for elapement
_ N sheuld be identified the behavior management
gﬂedlcgil recgr(ti ?gfezvgﬁg Reslde[ntd#1 28 Interim team will Slﬂce the res!ijdcl;: in
are.an, gate , reveale elopenient/wandering books,
"Elopement risk: Wandering andfor exit seeking :
behaviors...”
Medical record review of a Progress Note, dated :
10/3/16 at 6:47 PM, revealed *...Found by CNA
walking outside dining room, looking at foliage., How the corrective action will be monitored 1o
DON [Director of Nursing] notified. Q [every] 15 . ensure the deficient practice will not reeurs sitar
min {minute] checks initiated. No ¢fo [complaints] | | qualily assurarce progranm will be put into plsce:
at this time...will continue to monitor..." 3
Medical record review of Resident #128's ) . L
Physician Orders revealed no orders for 10/3/16 12) 2 2:;“&;’;‘2';:‘% ! :i‘;;‘?g‘u‘:;‘;z‘:’r;:gam
or 10/4/16. Qonhnued review revg:aled no Improvement Committee.
documentation of the elopement in the
Physician's progress notas, the Social Service
Director (SSD) notes, or the Care Plan Meeting
notes, dated 10/14/16.
Record review of the Dalty Stand up Meating
sign-in sheet, dated 10/4/16, revealed the
signatures of the Administrgtor, the Director of
Nursing {DON), the Social Service Director
IRM CMS-2567(02-99) Previous Verslons Obsolete Event [0: BHNZ11 Facility (D TN4503
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(88D}, MDS Coordinator, and the
Housekeeper/Laundry Supervisor.

Interview with the SSD, on 3/21/17 at 2:45 PM
and at 5:28 PM, in the SSD office revealed
"...she would literally wander the entire building
and attempt to follow the visitors out the door...in
the fail...at dinnertime...she [Resident #128]
walked out the door...| saw her, { was sitting in the
dining room and could see her out the :
window...CNA's [Certified Nursing Assistants] ran
after her...the CNA's got her back in..."

Interview with LPN #1 on 3/21/17 at 3:50 PM, at
the 200 Hall nursing station, confirmed she
received a phone call on the evening of 10/3/16

|| from a CNA informing her Resident #128 was-
found outside the dining room, on the sidewalk at
the front of the building, and had been returned to
the facility. Further interview confirmad LPN #1
telephoned the DON who instructed her to do 15
minute checks. Continued interview confirmed
"...1 considered that a safety risk...” and confirmed
she did not compiete an incident report,

Inferview with CNA#2 on 3/22717 at 1:05 PM, in.
the conference room, confirmed on 1013117, on
evening shiit, she was asked by CNA#1 to help
locate Resident #128. Continued interview
confirmed she walked by the dining room and
saw Resident #128 “next to the bushes on the
sidewalk.” interview revealsd she and CNA #3

‘| went outside and returned the resident to the
facilify. Further interview corifirmed she was not
asked any questions by the administration or
asked to write a staterment regarding the incident.

Interview with CNA#3 on 3/22/17 at 1:20 PM, in
the conference room, confirmed she observed

b} The Performance Improvement Conunitiee

- Consisting of Executive: Birector, Dirsctor of
Nursing, Medical Direetor, Director of
Rehabilitation, Director of Health Information
Management, Dictary Manager, Director of
Maintenance, Director of Environmental
Services, Dircetor of Social Services, Business
office manaper, Activities Director and Staff
Development Caordinator will review the
resulte/ If it is deemed nocessary by the
committee, additiona! cducation may be
provided, (he process evaluated/revised, and/or
the audits reviewed for 3 months or unGT 100%
compliance is achicved, :

IRM CMS-2567(02-98) Previous Verslons Obsplete ' Event ID; BNMZ 14
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Resident #128 outside the dining room windows.
Continued interview confirmed she was not asked
any questions by the administration or asked to
write @ statement regarding the incident.
Interview with the Administrator and the DON on
3/22/17 at 2:30 PM, in the conference room
confirmed there was no discussion on 10/4/16, at
the morning stand-up meeting attended by
department heads, of the elopement and the
facility failed to investigate an elopement for a
resident at risk for wandering and elopement from
the facility. )
F 3711 483.60(i)(1 )-(3} FOOD PROCURE, F 371 What correetive action wifl be accomplisired for 05/03/2017
SS=D those residents found te have been affeeted by the

authorities.

(iif} This provision does not preciude residents

STORE/PREPARE/SERVE - SANITARY

(i)(1) - Procure food from sources approved or
considered safisfactory by federal, state or focal

(i) This may include food items obtained directly
from jocal producers, subject to applicable State
and locat laws or regulations.

(ii) This provision does not prohibit or brevent
faciliies from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handiing practices.

from’ consuming feods not procured by the faciiity,
(i)(2) - Slore, prepare, distribute and serve food in

accordance with professional standards for food
service safefy,

deficlt practice:
1} 100% of diciary associates, direclor of food
services and nutrition, central supply and
hausekeeptng were educated on 3/22/2017 by ED
an proper starage practices and on food in
storage areas policy.,

t00% of expired feeding tube cans were
. identified and properly disposed of,
How you wiit identify other residents having the

patendial to be affected Dy the same deficit practice
and what corrective action be takens

3

2)

All residents that require nutrition through a
feeding tube have the potential to be affected by
improper food in storags areas practices.

What measures will be put into place or what
systemuetic changes you will make to ensure that the
deficient practice does nod recurs

Dietary will audit food storage areas for four
weeks and monthly for two months.

1)

IR CMS-2567(02-98) Previous Versions Obsolate
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. R . . ‘How the eorrective action wilk be monitored to
(')(3) Have a policy r.egardmg use _and storage of ensure the deficient practice will not vecur; what
f‘?Ods brought fo residents by f‘jlm’[y and other quality assucance program will be put into place:
visitors to ensure safe and sanitary storage,
handling, and consumption. 5) &) Food services director will present results of
This RE&UIREMENT is not met as evidenced audits 10 the Performance tmprovement
by: Commiltee
Based on observation and interview, the facility b} The Performance Improvement Conumitice
failed to provide sanitary conditions in 1 of 2 Consisting of Exeeutive Director, Direcior of
resident nourishment rooms. Mursing, Medical Dircctor, Director of
Rehabilitation, Director of Health Infermation
The findings included: Management, Dictary Manager, Direcior of
. Maittenance, Direetor of Environmental
. N . - Services. Director of Social Services, Business
Obsewa}tion of the }.!mt 1 'reSIdent nourishment office manager. Activities Dicector and StafY
room, with the Certified Dietary Manager (CD\, Development Coordinator witl review fhe
on 3/23/17 at 9:57 AM, revealed twenty-three 8 results/ If it is deemed necessary by the
ounce {0z.) cans of Jevity 1.2 calorie (a tube committee, additional education may be
feeding liquid) with expiration dates of 812016, provided, the procoss evaluated/revised, andfor
.and one 8 oz, can of Glucerna 1.2 calorie (a tube the audits reviewed for 3 months or unt 100%
feeding liquid) with an expiration date of 22018, compliance is achicved.
available for use by residents.
The CDM confirmed at the time of discovery, the
23 cans of Jevity 1.2 and 1 can of Glucerna 1.2 ° .
were expired and should have been discarded. .
F 441 | 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL, F 4471) What corrcetive action will be accomplished foy 05/03/2017
. §8=D ] PREVENT SPREAD, LINENS . those residents found to have been affocted by the ‘
) ) deficit practice: .
(&) Infection prevention and control program. 1) 100% of shower fcams weee edueated on
. . e . ] 3120/2017 by DON/ADON on proper cleaning
The fagility must establish an infection prevention and disinfection of non-critical paticat care
and control program (IPCP) that must include, at cquipnient and en dignity policy.
a minimurn, the following elements: 2)  100% of Charge norses and CNA's wers
. . . o . educated by DON/ADON on proper eleaning and
(1) A system for preventing, identifying, reporting, disinfection’of non-critical patient care
investigating, and controlling infections and equipment and on dignity policy by 04/14/2017.
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communicable diseases for all residents, staff,
volunieers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
implementation is Phase 2}

(2) Wrritten standards, policies, and procedures
for the program, which must include, but are not
limited to:

(1) A system of surveillance designed to identify
possible communicable diseases or infections

before they can spread to other persons in the

facility;

(it} When and fo whom possible incidents of
communicable disease or infections should be
reported:

(ii}} Standard and transmission-based precautions
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and . :

(B} A requirersent that the isolation should be the
least restrictive possible for the resident under the
circumstances., :

{v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct

F 441

How you will identify other residents itaving the
potential to be affected by the same defieit practice
and what corrective action be falien:

improper cleaning and disinfection of nan-critical

patient care. -

What measurcs will be put into place or what
systematie changes you will make to.ensure that the
deficicnt praciice does rot recur: :

4} Unil managers will audit the cleaning of
shower chairs hetween resides® showers

weekiyfor four weeks and manthly for 2
monihs.

How the corrective action will be manitored to
cnsare the deficient practice will not recur; what
quality assuranee program will be put into place:

5} 2} Director of nussing / Assistant divector of
nursing wilk present resulis of andits 1o the
Perfonnance tmprovement Commiltee

b) The Performance Improvement Commitgee
Consisting of Exccutive Director, Dircetar of
Nursing, Medical Direclor, Director of
Rehebilitation, Direclor of Health Information
Management, Diclary Manager, Director of
Maintenance, Direetor of Enviroumental
Services, Director of Social Services, Business
office manager, Activities Direetor and Siaff
Develgpment Coordinator will review the
results/ I it is deemed necessary by the

3} Allresidents have ihie potential o be affectéd by .

R CIMS-2567(02-98) Previous Versions Obsolete
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| Review of the facility policy entitied Cleaning and

contact will transmit the disease; and

{vi) The hand hygiene procedures to bé followed
by staffinvolved in direct resident contact.

(4) A system for recording incidents identified
under the facility's IPCP and the corrective
actions taken by the facility.

(e) Linens, Personnel must handle, store,
process, and transport linens so as to prevent the
spread of infection.

(f) Annual review. The facility will conduct an
annuat review of ils IPCP and update their
program, as necessary.

This REQUIREMENT is not imet as evidenced
by .
Based on facility policy review, observation, and
interview the facility failed to properiy clean and
sanitize 1 of 2 shower chairs on Unit 2 available
for use for 56 residents on Unit 2.

The findings included:

Disinfection of Non-Critical Patient Care
Equipment, revised 4/1/15, revealed, *.. patient
care equipment is cleaned daily and before and
after use..." :

Observation of Unit 2 on 3/20/17 at 9:05 AM,
revealed 2 bariatric shower chairs in the haliway,
outside the shower room. Confinued observation
revealed dried brown debris around the rim of the
shower chair seat and under the lid of the shower
chair.

Interview with Registered Nurse (RN) #1 on

provided, the process cvatuated/revised, and/or .
the audits reviewed for 3 months or until 100%
compliance is achieved.
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F 520
85=D

| () At least three other members of the faciliy's

Continued From page 15

3/20/17 at 9:12 AM, at the Unit 2 nurses station,
revealed shower chairs were kept in the hallway
during shower times, placed back into the shower
room for storage, shower equipment was cleaned
at the end of the day, and after every use.

Continued interview and observation of the
shower chair with RN #1 confirmed dried brown
debris on the rim of the shower chair seat and
under the lid of the shower chair. Further
interview confirmed the facility's policy on
cleaning and sanitizing squipment was not
followed and the shower chair was available for
resident use, allowing a rigk for cross
contamination.

483, 75(g)DA-GINANID QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

(9) Quality assessment and assurance,

(1) A facility must maintain a quality assessment
and assurance committee consisting at a
minimum of:

(i) The director of nursing services:

{ii) The Medical Director or histher designee;
staff, at least one of who must be-the
administrator, owner, a board member or other

individual in a leadership role; and

(gX2) The quality assessment and assurance
committee must ;

F 441

F 520|
05/03/2017
What corrective Action will he

those residents found
deficit practice:

accomished for
0 have heep affected by 1he

1) 100%ef department heads were in-serviced on
037212017 on nolifying ED and DON of any
uriisval occurences,

2) Emergancy Pl meeting was conducted on
323017 wilh DON, ADON, ED and Medical
Director in regards to clopement fwandering
palicy and procedures.
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{i) Meet at least quarterly and as needed to
coordinate and evaluate activities such as
identifying issues with respect to which guality
assessment and assurance activities are
necessary, and

(i) Develop and implement appropriate plans of
action to correct identified quality deficiencies:

(h) Disclosure of information. A State or the
Secretary may not require disclosure of the..
records of such committee except in so far as
such disclosure is related to the compliance of
such committee with the requirements of this
section.

(I} Sanctions. Good faith attempts by the
committee to identify and correct guality
deficiencies will not be used as a basis for
sanctions.,

This REQUIREMENT is not met as evidenced
by:

Based on facility policy review, medical record
review, a maintenance record review, review of
an informal facility report, review of the incident
Tracking Report, observation and interview, the
facility's Quality Assurance Commitiee failed to
investigate and identify safety concerns related to
an elopement of 1 resident (#128) of 1 resident
reviewed-far wandering behavior.

The findings included:

Review of the facility policy Elopement Policy,
revised 4/2009, revealed "...Definition of
Elopement: Elopement occurs when a resident
leaves the premises or a safe area without
authorization..." Continued review revealed a

How you will identify other residents having the
potential to be affected by ¢he same deficit practice
and what correetive action be {aken:

3) IDT consisting of DON, ADON, ED and Medical
Director will add and discuss
efopement/wandering policy and procedures to Pl
starting 03/21/2017 :

What measures will be put inte place or what
systematic changes you will-make (o ensure that the
deficient practice does not recur:

4} Al depariment heads in-serviced on 03212017
in regerds to notifying ED and DON aliout
unusual pecurnences.,

5} 100% of associates were in-scrviced by
471472017 on ElopementWandering policy and
pracedures by SDC. All new associates will be
educated on clopement/wandering policy and
pracedures during orientation by PON, ADON
and or SDC. )

"How the corrective aetion will be menitored 1o
cnsure the deficient practice will not recar; what
quality assurance prograw will be put into pace:

6) a} ED, Dircctor of nussing / Assistant director of
nursing wiil present findings to the Perfonmance
Improvement Comimittec.
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Declsion Tree was included in the policy with an g) Th_u; chrfo?nsizzctl_mpgyen:cnl S‘om:t'nme?
] H I " . LI n e NS mng o Wive Lirec or, DPirec Or o
:‘22132?1??82? “:gvg Sc?l?;te if staff were not aware a MNursing, Medical Director, Director of

Rehabiliration, Director of Health Informarion

. . ' . Mansgement, Dictary Manager, Dircetor of
Medical record review revealed Resident #128 Maintenance, Director of Ervironmental

was admitted {0 the facility on 9/28/16 with Services, Director of Social Services, Business
diagnoses including Unspecified Dementia with Office maniager, Activities Director and Staff
Behavioral Disturbance, Anemia, Pain, Insomnia, _ Development Coordinator will review the

resulisf [f it is deemed necessary by the
comminee, additional education may be

. . provided, the process evaluated/revised, and/or
Review of the Mmainienance records revealed the the zudits reviewed for 3 mons or untit 180%

temporary public access/exit site had was compliance is aclieved. -
established on 09/16/16, when the formal public )
accessfexit was closed for use due to a motor
vehicle accident.

and Afrial Fibrillation.

Review of an infarmal facility report, dated
10/3/18, revealed Resident #128 had exited the
building from the temporary public exit,
unaccompanied by staff, on 10/3/16. Continued . )
review revealed visitors had called into the facility, ' S
“after going to their car* and observing Resident
#128 on the front sidewalk of the tacility,

Review of the Incident Tracking report from
10/1116-3/22/17, revealed the elopement on
10/3/18 was not included.

Observation on 3/21/17 at 3:00 P, of the public
access/exit located off the main front hall of the
facility, revealed a smaller hall which led to the
front foyer of the facility. Continued observation
revealed to the left of the small hall there was a
beauty shop, to the right there was a conferance
room, and passage through double doors to the
front foyer area that required pushing in on a bar
across one of the doors to open. Observation
revealed the door then automatically closed
between uses. Conlinued observation revealed,
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Continued From page 18

directly in front of the double doors, the saocial
services office, to the feft the admissions office,
and fo the far right a door to administrative
offices. Observation continued and revealed a
slight right turn and ten steps léd to double doors
wired to a security system requiring a code to
exit, followed by a second set of doors.

Observation of the exit door, previously used as
the temporary public accessfexit, revealed it was
accessed through 1 door, at the end of the long,
front hallway. Continued observation revealed
Resident #128's room was on the 200 Hall, the
adjoining-hall closest {0 the termporary exit.

interview with the maintenance director on
32117 at 4:15 PM, in the conference room,
revealed he was not sure of the exact date in
November 2016 when the use of the front public. .
access/exit resumed. Interview confirmed the
side exit door, beyond the 200 Hall, was the
temporary public accessiexit from 9/16/16
through “semetime up in November."

inferview with the Administrator on 3/22/17 at
2:40 p.m., in the conference room, verified the
facility had admitted Resident #128 during the
period of time when the temporary public i
access/exit was in use. Interview continued and
confirmed the elopement was not recorded on an
incident report, although required by the Decision
‘Tree included in the facility's policy. Confinued
interview confirmed the Administrator did not
know the incident had occurred, an investigation
wasn't done, and therefore the Quality Assurance
Commiittee failed to identify safety concemns
refated to the femporary exit or any other possibie
contributing factors related to the elopement.

F 520
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